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Finger deformities in Renaissance art
Dr Hijmans and Dr Dequeker presented an interesting argument for camptodactyly in the paintings of Dirk Bouts (November 2004 JRSM 1 ). However, in their desire to distinguish these paintings from others of the period that show similar finger deformities, they misstate the nature of camptodactyly. Green's Operative Hand Surgery and the International Federation of Societies for Surgery of the Hand define camptodactyly as a congenital flexion deformity of the proximal interphalangeal joint of the fifth finger. 2 Specifically, hyperextension of the distal interphalangeal joint is not necessary for the diagnosis; indeed, if this is present to a significant degree, the clinician should consider the possibility of a boutonnière deformity rather than camptodactyly. Also, extension of the metacarpophalangeal joint, while often present, is not a requirement for the diagnosis of camptodactyly.
While the exact cause of the deformity is not entirely known, it appears to be related to muscular abnormalities, particularly in the lumbrical or intrinsic muscles. It is present in both hands in two thirds of cases (in some, but not all, of the paintings by Bouts it is bilateral).
Shortly after reading the article by Hijmans and Dequeker I noted camptodactyly on one of the Christmas cards I was writing ( Figure 1 ). This work, from the collection of the Metropolitan Museum of Art in New York, was painted by Gerard David (c. 1455-1523). Interestingly, this artist was independently mentioned by Dr Horton Johnson in his letter to the editor (February 2005 JRSM 3 ) as one of several other examples of camptodactyly in art, although the painting he used was different.
In view of the number of artists and paintings that show evidence of camptodactyly (as defined by hand surgery authorities), it seems more likely that Bouts and his son were employing an artistic convention than that they were illustrating a hand deformity specific to their model. In a paper that attracted wide publicity last year Molina-Sosa et al. 1 reported the case of a Mexican woman who had performed a caesarean section on herself. An internet search had yielded no similar cases; however, I have found two instances of female autosurgery from earlier times.
The first case, reported in the Thessalonica newspaper Hermes in 1879, 2 was a woman from Radovo who, after being in labour for 48 hours with unbearable pains, took her husband's razor, opened her abdomen and uterus and removed the baby alive. Then, holding with her hands the edges of the incision, she asked her neighbour to stitch and close them, providing her with a needle and a silk thread. Mother and baby survived in excellent health. The other case was not of a caesarean section but of vaginal hysterectomy. Reported by Percival Willoughby in his Observations in Midwifery (1670) 3 it concerned a woman who, when lifting a bucket of coal, had experienced a sudden prolapse of the uterus. Many times she put the 'mass' back in place, only for it to return. One evening, abandoning all hope, she went into the garden with a kitchen knife and cut it away, along with 'some of the fleshy part of the bladder', subsequently fainting from blood loss. Though Taking the sting out of needles I cannot, unfortunately, claim to be the wise mentor who taught Dr Yentis the seven principles of ensuring painless venous cannulation (April 2005 JRSM 1 ): I can, however, claim that from 1978 I was teaching cohorts of medical students and anaesthetic novices the importance of using local anaesthesia before cannulation in conscious patients. Of the reasons he puts forward for why doctors do not do what is known to work I suspect the third is correct: they accept the evidence but choose to disregard it. This is well summed up in the old adage 'That's a good idea: we won't implement it'. Other examples could be quoted. Before drugs such as ranitidine were introduced into obstetric anaesthesia it was often recommended that the patient's stomach should be emptied before inducing general anaesthesia. Holdsworth 2 showed, somewhat surprisingly, that vomiting induced by apomorphine injection was considered much pleasanter by patients than the passage of a stomach tube. The two methods were equally effective and apomorphine had no deleterious effect on the baby. Nevertheless, the use of apomorphine was never widely accepted. Nott and Hughes 3 showed that the use of an intranasal spray of lignocaine significantly reduced the discomfort caused by insertion of a nasogastric tube, but as far as I am aware this simple manoeuvre has not been universally adopted.
Patients remember staff who are kind and procedures that are painful or distressing. Wards and clinics provide a rich source of simple research projects that could enhance the comfort of patients and the CVs of doctors.
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